have engaged in major efforts to improve the quality of endof-life care in the United States. Increasingly, physicians in many fields recognize the end of life to be a unique and important time for patients deserving of our best efforts.
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What is the potential effect of these combined efforts? To answer this question we start with end-of-life care's most obvious manifestation in medicine today.
The modern hospice movement began in 1967 with the founding of St. Christopher's Hospice by Dame Cicely Saunders. In part that movement was a response to medical care drifting away from its caring aspects (the relief of suffering) towards its curing aspects (the identification and treatment of disease) that paralleled the development of scientific medicine. 10 Since then the reality of medicine has been shaped more by its curing, technological aspects than by its caring, humanistic ones. 11 This imbalance has created a tension both for patients and for those who entered the health professions because they wanted to care for people as well as cure them. 12 We suggest that the increased efforts in clinical work, scholarship, public policy, and education in end-of-life care are a response to this tension. As these efforts continue, there will be opportunities to integrate lessons learned in end-of-life work into other areas of medical care. The four articles presented here contribute to this task and in so doing draw on a variety of disciplines. By using expertise outside traditional medicine, each article in its own way challenges us to think differently and creatively about the issues they examine. From the field of doctor-patient communication, Breen et al. 13 present a carefully done qualitative study of conflict associated with decisions to limit life-sustaining treatment in 102 patients treated in 6 intensive care units at Duke University Medical Center. The authors show that conflict occurs frequently (in 78% of cases in this study) and make the point that conflict can be constructive, noting that``a period of dissent may be necessary for both sides to appreciate the other's perspective and to find accommodation.'' While it may be a necessary process, it is worth speculating about the sources of this dissent. For medical providers, and even more for patients' families, discussions about limiting life-sustaining treatment invoke twò worst fears.' Continuing care risks forcing a needlessly prolonged death`hooked up to tubes and machines' while withdrawing care risks abandoning the patient at their time of greatest helplessness. 14 The authors suggest several strategies for navigating these difficult situations that could be applied in any patient care setting where conflict occurs. For many, intensive care units remain the most vivid symbol of the scientific approach to death. This study points out that even in the most technologically dominated settings, opportunities exist to become more caring, humanistic and complete physicians. Utilizing expertise in the fields of law, ethics, and public policy, Whitney et al. 15 surveyed a nationwide sample of physicians about their views regarding the legalization of physician-assisted suicide, and compared these views with those of members of the AMA's House of Delegates. Views among U.S. physicians varied widely, with 45% believing physician-assisted suicide should be legal, 34% believing it should be illegal, and 22% undecided. In contrast, 61% of the AMA Delegates were opposed to the legalization of physician-assisted suicide, a position consistent with the AMA's public position on this issue. 16 The authors note that respondents' political views and certain religious factors were strongly associated with opposition to legalization of physician-assisted suicide. Of interest, a majority in both groups favored no legislation with respect to physician-assisted suicide, preferring to have this issue handled in the context of the doctor-patient relationship. An obvious concern that follows from these findings is the extent to which a physician's personal beliefs might influence decisions (in either direction) about physician-assisted suicide for individual patients. This paper is an important contribution to the growing literature on physician-assisted suicide. What is particularly compelling about this debate is that deep caring for patients and physicians is clearly motivating the parties on both sides. 1, 2 The request for physician-assisted suicide has forced physicians to reckon with a group of patients who feel that medicine has nothing better to offer them. This reckoning has spurred physicians to develop new ways of understanding patients' perspectives, 17 communicating, 18 and addressing pain and suffering, 19 lessons that could be helpful to all patients.
Drawing on the fields of theatre and literary criticism Sulmasy 20 offers a remarkable commentary on the Pulitzer Prize-winning Play, W;t, by Margaret Edson. He invites us to look beyond the boundaries of end-of-life care and even medicine itself to see our patients and ourselves as human beings, as persons first and last. He suggests that we recognize the broader themes that flow from the play and bind us to each other: forgiveness, relationship, and dignity. He challenges us to forgive ourselves and allow ourselves to be forgiven, to transcend the difficult reality of death to become the`persons of reconciling love' our patients need us to be. But is this enough? Becoming better persons and in turn better doctors, while important, will not overcome a hostile or even inadequate system of care: a bad system can thwart even the best of doctors. We need fundamental change and improvement at a systems level in order to care adequately for our patients and to attend their suffering. Such change is facilitated by a dose of humanity: caring enough to notice the violation of patient dignity and the compromise to relationship and continuity, and caring enough to think creatively about how to fix these problems. Perhaps this is one response to Jason's (the oncology fellow in W;t )``salvation anxiety'': pressing on with courage and creativity in the face of uncertainty with the hope of making things better for our patients, and perhaps ourselves.
Addressing the problem of a flawed system, Lynn and Forlini 21 present a thought-provoking argument for redefining the way that we conceptualize care for patients at the end of life. Drawing on expertise in health-care policy and finance, they argue that our current health-care system is not well suited to care for many patients at the end of their lives who are not hospice-eligible. Current structures and financing of care are not congruent with the experiences of patients with``serious and complex illness,'' as anyone who has struggled to care for such patients can testify. This paper points out that policies and systems of care that are not responsive to the needs of individual patients (and the providers attempting to care for them) fail to the extent that this is the case. In this paper in particular, lessons learned from caring for dying patients show the potential to inform our care of ever more inclusive categories of patients. In the same way that the creation of hospice was the first step towards improving care for terminally ill patients, this paper points out the crucial next step: improving the systems and structures of care for patients who are very ill and may die, but not in a predictable 6-month time frame. It's been almost 20 years since Eric Cassell's classic article,``The Nature of Suffering and the Goals of Medicine,'' gave voice to the medical profession's need to balance caring for suffering patients with the cure of disease. 22 As he wrote then:``F F Fthe relief of suffering and the cure of disease must be seen as twin obligations of a medical profession that is truly dedicated to the care of the sick. 
